One major objective of the St. Vincent Declaration was to reduce excess risk of stroke in people with diabetes mellitus. The aim of this study is to estimate the trend of incidence and relative risk of stroke in the diabetic and the non-diabetic populations in Germany over a 17-year period. We estimated age-sex standardised incidence rates of all stroke and ischaemic stroke in people with and without diabetes based on an ongoing prospective communitybased stroke register covering 105,000 inhabitants. Time trends were analysed using Poisson regression. In total, 3,111 individuals (diabetes: 28.4%, men 46.9%, mean age 73.1 years (SD 13.2)) had a first stroke, 84.9% of which were ischaemic stroke. Among people with diabetes we observed a significant reduction in all stroke incidence by 1.5% per year (relative risk: 0.985; 95% confidence interval 0.972-0.9995) Likewise, this incidence tended to decrease for ischaemic stroke by 1% per year (0.993; 0.979-1.008). In contrast, the incidence rate for all stroke remained nearly stable among people without diabetes (1.003; 0.993-1.013) and for ischaemic stroke (1.002; 0.991-1.013). The relative risk comparing diabetic and non-diabetic population decreased for all stroke (two percent annual reduction) but not for ischaemic stroke. Time trends were similar for both sexes regarding all and ischaemic strokes. We found a reduction in risk of stroke in the diabetic population while this rate did not materially change in the non-diabetic population.
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Introduction
One of the primary objectives of the St. Vincent declaration was the decrease of stroke risk among persons with diabetes towards to that risk of the non-diabetic population [1, 2] . Several studies found an about two-to threefold elevated risk of stroke among individuals with diabetes compared to subjects without diabetes with particular high relative risks (RR) in the younger population [3] [4] [5] [6] [7] .
However, only few studies evaluated the incidence rate (IR) of stroke in the diabetic compared with the non-diabetic population and their RRs. In a previous study analysing the IR of stroke in health insurance data for the years [2005] [2006] [2007] in Germany [8] , we found the IR of stroke in the diabetic population to be approximately double that in the non-diabetic population. However, no investigation of time trend could be considered due to the short time span.
Several studies from Western Europe and the USA indicate that the IR of stroke is declining [9] [10] [11] [12] . However, it is unknown whether the decline has also been observed in people with diabetes or whether the gap between the diabetic and non-diabetic populations has narrowed. We found only two studies analysing trends of the IR of stroke in the diabetic compared with the non-diabetic population: Rautio and colleagues found declining IR of stroke in Sweden in non-diabetic men and women and diabetic women, but not in men with diabetes [13] . In Spain, Muñoz and colleagues found stable IR of haemorrhagic stroke in the diabetic population, whereas it decreased substantially in the non-diabetic population [14] .
The objective of this study was to estimate the IR of stroke in the diabetic and the non-diabetic population as well as the RR and the investigation of time trends over a period of 17 years (1998-2014).
Materials and methods

Study population and data assessment
We analysed data from the Erlangen Stroke Project (ESPro), which is an ongoing prospective community-based stroke register in Germany covering a total population of 105,000 inhabitants. Since 1994, ESPro has been monitoring IR, risk factors, aetiology, and long-term outcome of stroke [15] . The characteristics of the study population, investigations and methods of assessment have been described in detail elsewhere [12, 16] . In brief, a number of sources with particularly overlapping information was applied to ensure complete case ascertainment as suggested as international gold-standard approach by Feigin et al. [17] . (1) hospital admission, computer-linked records systems and discharge lists; (2) regular checks of all relevant residential and hospital wards and nursing homes; (3) records of ambulance and emergency services; (4) death certificates and (5) general practitioners [16] . For the present study we included all hospitalised and non-hospitalised patients with suspected fatal or non-fatal stroke between 1 January 1998 and 31 December 2014.
A study clinician defined stroke diagnosis according to the criteria of the World Health Organization [18] and imaging. Patients with first-ever stroke (ischaemic stroke, intracerebral haemorrhage, subarachnoid haemorrhage, and stroke of uncertain cause) were included in the present study [19] . Persons with transient ischaemic attacks (TIA) were only registered but not further assessed and therefore excluded [16] , since the WHO definition on stroke does not meet the criteria for TIA. We assessed IR of stroke (ischaemic strokes as subgroup analysis) with regard to age, sex, diabetes status, and date of the first stroke. Furthermore, we also described all incident cases with regard to smoking status, socioeconomic status (education), and comorbidities (myocardial infarction and hypertension).
A person was classified as having diabetes by 1) use of anti-hyperglycaemic drugs, 2) a fasting blood glucose level of 126 mg/dl and HbA1c >6.5 or above, and 3) self-report of physician-diagnosed diagnosis. The latter information was verified by checking the records of general practitioners and care protocols.
Data of the population of Erlangen were obtained from the Federal Office for Statistics [20] . The diabetic population was estimated in the adult population based on age-(18-39, 40-49, 50-59, 60-69, 70-79, and 80+ years) and sex-specific diabetes prevalence from two German nationwide surveys (German Health Interview and Examination Surveys (GNHIES98), DEGS1)) [21] [22] [23] conducted in 1997-99 and 2008-11 respectively. Diabetes was defined in both surveys based on self-report of physician-diagnosed diabetes, intake of antihyperglycaemic medication as well as an HbA1c value ! 6.5% within the last week before the survey [24] . The Robert Koch Institute regularly conducts health interview surveys as a part of its nationwide health monitoring. These two surveys are the only nationwide data sources with a comparable study design to estimate reliable age-sex specific diabetes prevalence covering more than a decade. As both surveys only covered the age range 18-79 years, we assumed that the estimated diabetes prevalence remained constant in the oldest age group (80+ years), which has been previously shown to be reliable [21] .
We assumed that the estimated age-and sex-specific diabetes prevalence linearly increased from 1998 to 2011 using the estimators of GNHIES98 for the first and DEGS1 for the last year. We further assumed that the estimated diabetes prevalence continued to rise up to 2014 with the same increase.
Statistical analyses
The main analyses were conducted for the entire population as well as separately for men and women. We computed stratum-specific and age-sex standardised IRs of stroke with 95% CIs in the estimated population with and without diabetes for each calendar year using the German population of 2005 as standard population. The number of persons with diabetes was estimated by multiplying the estimated diabetes prevalence of each age and sex stratum with the corresponding study population of Erlangen. We calculated person years by taking the estimated number of persons with and without diabetes for each calendar year. Furthermore, we estimated RRs comparing diabetic versus non-diabetic populations from the standardized IRs.
In order to investigate time trends, we first performed separate Poisson regression models with IRs of all stroke as dependent variable for individuals with as well as without diabetes using year of stroke diagnosis as linear continuous difference from baseline year 1998 and age as independent variables. The two lowest age classes (i.e. 18-39, 40-49 years) were combined to one group (18-49 years) due to convergence problems of some models and were therefore used as reference group. Furthermore, we fitted analogous Poisson models to the entire population. In these models, we additionally included a variable presence of diabetes (yes vs. no) as well as an interaction term for diabetes and years since 1998.
In a sensitivity analysis, the main analyses were repeated assuming that the estimated ageand sex-specific diabetes prevalence remained constant for the years 2011-2014 since it was discussed whether the estimated diabetes prevalence remained constant or further increased in the later years. In order to take into account a potential misclassification bias due to first-ever all strokes with an unknown diabetes status, we further computed the main analyses, counting all these cases first as diabetic and second as non-diabetic.
The main analyses were also repeated for strokes due to ischaemic stroke. To take into account over-dispersion of the outcome variable, all analyses were conducted with the de-scale adjustment [25] , which was based on cumulated data on the covariate strata year Ã sex Ã age class Ã diabetes. We performed analysis using the Statistical Analysis System SAS (SAS for Windows 7, Release 9.4 TS1M1, SAS Institute Inc. Cary, NC, USA).
ESPro was approved by the local ethics committee. Patients or their legal representatives gave their written informed consent for participation.
Results
Study population
The description of the study population is presented in Table 1 . The data covered the adult (! 18 years) population of Erlangen (1998 Erlangen ( : 83,584, 2014 . Diabetes prevalence in the Erlangen population increased from 5.6% in 1998 to 8.2% in 2014, with higher values in the female population.
In total, we identified 3,579 people with a first-ever stroke in the years 1998-2014. We excluded 468 individuals, as their diabetes status was not known. Of the remaining 3,111, 28.4% were classified as having diabetes (antihyperglycaemic drugs 74.6%; self-reports of physician-diagnosed diagnosis 15.6% and laboratory findings 9.7%). 53.1% were female with no consistent change in proportion over time. The mean age at the time of first-ever stroke was 73.1 years (standard deviation (SD) 13.2), which remained nearly stable over the time period, with higher values in women (75.8 years, SD 13.3) and individuals with diabetes (74.9 years, SD 10.6). At 84.9% ischaemic stroke was the most common stroke type followed by intercerebral haemorrhage (11.5%) and subarachnoidal haemorrhage (2.7%). These proportions remained nearly stable over the study period and were comparable among all subgroups.
Incidence rates and relative risks
Age-sex standardized IRs of all stroke for each year are shown in Figs 1-3. There were brief variations, which was particularly true in the population with diabetes (Fig 1) . Over the whole study period, we observed a decrease in the IR per 100,000 person years in the population with diabetes (1998: 401. 
Incidence of stroke in Germany Analysis of time trend Table 2 shows results of the incidence trend from the fully adjusted Poisson models. The RRs in the population with and without diabetes are shown in models 1a and 1b. During the observation period we observed a significant decrease of all stroke incidence, by one and a half percent per year (RR per calendar year: 95% CI: 0.985; 0.972-0.9995), in the population with diabetes, with similar results among men and women with the exception that these trends were not significant due to a smaller sample size. In contrast, the trend of incidence remained constant among individuals without diabetes (RR per calendar year 1.003; 0.993-1.013), which was true for both sexes. When considering the entire population in model 2 we observed a significant increased IR in the population with diabetes compared with the population without diabetes. This difference was particularly strong among the younger age groups but was not significant in the oldest age group (RR diabetes vs. no diabetes < 50 years: 3.43; 2.09-5.61; 80 + years: 1.11; 0.98-1.27) (data not shown). The interaction diabetes Ã calendar year was significant, indicating that this RR decreased by two percent per year (RR per calendar year 0.979; 0.960-0.997) with similar results in both sexes (model 2). These results did not alter when assuming a constant estimated diabetes prevalence from 2011 (S1 Fig, S1 Table) . Likewise, the results regarding time trend did not materially change when counting all strokes with unknown diabetes first as diabetic (S2 Fig, S2 Table) and second as non-diabetic cases (S3 Fig,  S3 Table) . For ischaemic stroke, we observed a slight but no significant decrease in IR in the population with diabetes by one percent per year, (RR per calendar year 0.993; 0.979-1.008) with comparable results among men and women. Likewise, this IR remained nearly constant among people without diabetes (1.003; 0.992-1.014), with similar results for both sexes. The interaction diabetes Ã calendar year tended to decrease, however, was not significant, (0.987; 0.967-1.006), which was true for both sexes.
Discussion
Main findings
Our study is part of an evaluation of how well the St. Vincent objectives have been met in Germany. In our study region over the 17-year study period, we found a significant decrease in the IR of all stroke in the diabetic population. Considering solely ischaemic stroke in the diabetic population, the risk tended to decrease, however, not significantly, maybe due to low statistical power. No change was found in the non-diabetic population with regard to all and ischaemic stroke.
Our findings may indicate an improvement in diabetes care. Several health technologies have been introduced in the past decades, such as medication to reduce hypertension, one of the most important risk factors of stroke. National programmes designed to improve diabetes care, e.g. disease management programmes, have been implemented since the beginning of the 2000s. The National Health Surveys found substantially improvements between 1997 and 2011, e.g. regarding the proportions of people with diabetes achieving an HbA 1c <7.0% (32.4% vs 65.4%), a blood pressure <130/80 mmHg (32.0% vs. 47.2%.), total cholesterol <190 mg/dl (13.5% vs. 41.9%), with statin use (11.7% vs. 35.9%), eye (51.1% vs. 78.4%), and foot (48.0% vs. 61.4%) examination within past 12 months [26] . However, other explanations may be possible. For example, it may be that the characteristics of the background population changed due to migration. Furthermore, general stroke prevention interventions in Erlangen may have changed the stroke population.
Comparison with other studies
We identified only two studies that analysed trends in the IR and RR of all stroke in the diabetic compared with the non-diabetic population. A Spanish study was restricted to haemorrhagic strokes [14] . Rautio and colleagues analysed all strokes and found declining stroke IRs in Sweden in non-diabetic men and women and diabetic women, but not in men with diabetes [13] . They did not find an explanation for this gender difference. Interestingly, in the Swedish region, the trend in the risk of myocardial infarction was also worse in diabetic men [13] , and this was also observed in a German study [27] . In contrast, we did not find gender differences with regard to trend. Further studies are needed which look for gender differences in more detail.
Strengths and limitations
A number of limitations have to be considered. First, the results of our study are dependent on the estimates of the number of diabetic individuals in the background population. We Incidence of stroke in Germany estimated diabetes prevalence using well-designed German health surveys, and performed sensitivity analyses, which resulted in stable estimates. In both surveys, diagnosed diabetes (GNHIES98, DEGS1) was uniformly defined by self-report of physician-diagnosed diagnosis, intake of antihyperglycaemic medication as well as an HbA1c value ! 6.5% within the last week before the survey [24] . Therefore, the definition of diabetes is not exactly the same as the case definition, however, quite similar. Our approach to estimate the background diabetic population using survey data has often been applied [28] [29] [30] . Unfortunately, we cannot exclude misclassification resulting in biased estimates of the IR and the RR. However, this was true for the whole observation period, hence, the time trend should not be affected. Second, we did not include clinical variables (e. g. population influx, changes of the provision of care considering stroke), since these data are missing for the background population. Third and last, we analysed data from a small region in Germany; however, the incidence figures were well comparable to a nationwide study 2005-2007 using statutory health insurance data [8] .
The strengths of our study are that we could use a well-established population-based register and cover a long time span of 17 years. Furthermore, during the whole observation period 1998-2014 the method of case ascertainment, diagnostics definitions and techniques remained unchanged. Third, we were able to consider undetected diabetes in cases as well as in the background population.
Conclusion
With regard to the objectives of the St. Vincent declaration, we found a substantial reduction in the IR of all stroke in the diabetic population which also tended do decrease for ischaemic stroke. In contrast, the IR did not materially change in the non-diabetic population with regard to all and ischaemic stroke This may indicate an improvement in diabetes care. However, future research in other populations is needed to confirm these findings. 
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